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standard for treatment of prosthetic paravalvular leakage, it carries a
high morbidity and mortality risk, and some patients are poor surgical
candidates. The percutaneous closure of such defects is an attractive
alternative to surgery, and different devices are being used for this
purpose. Afemorofemoral wire loop is usually constructed to deliver
the closure device. In our case, a prosthetic mitral paravalvular leak
was successfully closed with use of the Amplatzer Duct Occluder II,
via retrograde approach under the guidance of ﬂuoroscopy and trans
esophageal echocardiography, without the use of a wire loop.TRANSRADIAL INTERVENTION
(TCTAP C-219 TO TCTAP C-221)
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. CYT
Relevant clinical history and physical exam. Mr. Tsui is a 82-year-old
gentleman who has hypertension, hyperlipidemia, gout and hypo-
thyroidism. He was admitted to our
hospital for chest pain. Physical examination revealed stable he-
modynamics without signs of heart failure.
Relevant test results prior to catheterization. Electrocardiogram showed
sinus rhythm with T wave inversion over the inferior leads and
troponin I was elevated. Thus a diagnosis of non-ST elevation
myocardial infarction was made. Echocardiogram revealed inferior
and inferoseptal hypokinesia with preserved left ventricular systolic
function.
Relevant catheterization ﬁndings. Coronary angiogram via right radial
artery showed a tortuous right coronary artery (RCA) with a calciﬁed
tight lesion at the middle part.
There was also a subtotal occlusion at the proximal left circumﬂex
artery. Since echocardiogram showed hypokinesia over the inferior
region, the culprit vessel should be RCA. Resistance was encountered
when passing a guiding catheter around the elbow level. Angiogram
showed contrast extravasation over that region. Pressure cuff was
applied to control bleeding.
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Procedural step. Coronary intervention was continued through
femoral route. The tight mid RCA lesion was progressively dilated up
to 2.75 non-compliance balloon. Despite adequate balloon dilatation, a
bare metal stent (BMS) could not be delivered to the mid RCA due to
enormous resistance attributed to the tortuous and calciﬁed vessel.
Therefore the stent was deployed at proximal RCA ﬁrst. Delivery of
another BMS was attempted but it failed even with the extra guiding
support by GuideLiner catheter. At the same time, the patient com-
plained of increased right arm pain, swelling and bruises. Since the
post-dilatation angiographic result of mid RCA was satisfactory,
further coronary intervention was stopped and the focus was shifted
to radial artery perforation.Angiogram showed persistent contrast leakage despite the use of
cover stent and heparin reversal. The problem was further com-
pounded by a new leakage site near the axillary region, likely created
by guidewire trauma. On the other hand, antegrade contrast injection
through the brachial artery conﬁrmed the perforated vessel was an
accessory radial artery and there was no communication between the
2 vessels. Since the brachial artery supplied good distal blood ﬂow and
repeated antegrade angiogram conﬁrmed no contrast extravasation,
no further intervention was done for the accessory radial artery. Right
arm condition remained stable without evidence of compartment
syndrome.
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gradually. Staged coronary intervention was scheduled 3 months later
with successful stenting to mid RCA by using Heart rail II catheter to
bypass the tortuous proximal part of RCA.
To conclude, this case started with an already complex coronary
intervention of a tortuous and calciﬁed vessel. Subsequent accessory
radial artery perforation further complicated the case. Different
methods of stent delivery in a tortuous and calciﬁed vessel are well
demonstrated. This case also proves that conservative treatment is an
effective option to manage accessory radial artery perforation.
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. 231024
Relevant clinical history and physical exam. A 44-year-old man presented
progressive chest pain after physical exertion for 2 months, he was
admitted to our hospital on November 6th 2014. He suffered from
diabetic mellitus and hypertension for eight yearsRelevant test results prior to catheterization. Blood pressure is 120/
80 mmHg.
